Sexual well-being after breast cancer recurrence has received little clinical attention. In discussing the sexual difficulties after recurrence we draw upon our longitudinal studies of newly diagnosed patients. It is noted that sexuality declines after a patient's initial diagnosis and treatment, with further decline after recurrence. However, data suggest that couples strive to maintain intimacy as the health of the patient falters, providing further evidence of the resilience of patients coping with a worsened prognosis.
L ongitudinal study of patients with recurrence suggests that multiple aspects of life are initially disrupted 1 and may remain impaired for months. 2 Decades ago Silberfarb et al 3 noted the sexual difficulties of those with recurrence. They interviewed 52 women with recurrent but stable disease, 59 with recurrent, end-stage disease, and 50 with initial diagnoses. Patients with recurrent disease were 50% more likely to experience significant disruptions in sexual desire and frequency of coitus than were their newly diagnosed counterparts. In the ensuing 30ϩ years, few studies of patients coping with recurrence have been conducted in comparison with many studies with the initially diagnosed, with no further examination of sexuality, except one report. 4 The dearth of data may be due to the assumption that, in the context of recurrence, sexuality might be the least of a patient's concerns. However, heightened symptomatology, treatment side effects, and impaired functional status adversely affect sexual activity, desire, and responding for women with cancer. 5 More recently, we have contributed empirical studies from patients coping with breast cancer recurrence. We will quickly summarize these findings. However, new data will show the sexual responses of patients before their recurrence diagnosis and their responses thereafter. In combination, these data detail the struggles of breast cancer patients coping with the sexual changes that inevitably occur with cancer diagnosis.
Before discussing recurrence, we note that the initial breast cancer diagnosis and the ensuing treatments introduce significant sexual changes. There is an extensive literature on the sexual morbidities after breast cancer, most of which focuses on the newly diagnosed coping with mastectomy and adjuvant treatments. For them, there is an immediate reduction in sexual activity and responsiveness that we 6 and others [7] [8] [9] have noted. Unfortunately, this disruption does not, for the majority, resolve. In Figures 1 and 2 we provide data for 163 patients followed longitudinally [see Stress and Immunity Breast Cancer Project (SIBCP) description below]. Those with partners provided estimates of the frequency of sexual intercourse ( Fig. 1 ) and their global evaluation of their sexual life ( Fig.  2 ) for the 2 months before diagnosis. Assessments were then repeated every 6 months for the next 5 years. Before diagnosis, patients reported the frequency of intercourse being approximately once per week, as shown in Figure 1 . The frequency dropped by one half (1-2 times per month) when chemotherapy was initiated, and during the 5 years that followed there was no return to pre-cancer levels and little improvement overall. The same trajectory is found with data on sexual satisfaction provided in Figure 2 . The level falls from a rating that is above average (4) before diagnosis and below average, thereafter. Thus, sexuality has already significantly changed when recurrence occurs.
PSYCHOLOGIC RESPONSES TO RECURRENCE DIAGNOSIS
Our descriptive studies of patients with breast cancer recurrence come from 2 sources. The first (sample I) are patients (N ϭ 227) followed from a prior randomized clinical trial (SIBCP) testing the effectiveness of a psychologic intervention to reduce the risk for breast cancer recurrence and death. Patients were randomized to either intervention and assessment or assessment only study arms. Previously reported, the intervention produced significant gains across secondary outcomes [distress, social adjustment, health behaviors (diet and smoking cessation), treatment adherence, and health] and enhanced T-cell immunity. 10, 11 After a mean of 11 years of follow-up, intervention patients had a reduced risk of disease progression, ie, breast cancer recurrence (hazard ratio, 0.55, P ϭ 0.034) and death from breast cancer (hazard ratio, 0.44, P ϭ 0.016). 12 All patients were followed for upward of 13 years, including those who were subsequently diagnosed with recurrence. These data provided for the following recurrence studies: (a) prospective (ie, before recurrence) longitudinal analyses; (b) repeated measures studies comparing the responses of individuals to their initial and recurrence diagnoses; and (c) comparison of those with recurrence with matched trial participants who did not recur. Our discussion is also informed by accrual of a second sample (II), who did not participate in the trial but who were recently diagnosed with breast cancer recurrence (N ϭ 80) and also followed longitudinally.
We have previously reported that at recurrence cancer-related traumatic stress symptoms are significant, much like they are at the initial diagnosis. 13 We compared patients' biobehavioral data (stress, distress, quality of life, physical functioning, and physical symptoms) at recurrence to their own data from the initial diagnosis. 14 We studied the first 30 patients in the trial who recurred and analyses showed that cancer-specific stress for the 2 diagnoses was equivalent.
These findings were extended. 15 Patients with newly diagnosed recurrent (n ϭ 69) or initial (n ϭ 113) breast cancer were compared. All patients were assessed shortly after diagnosis (baseline) and 4, 8, and 12 months later. Mixed-effects models with appropriate sociodemographic, disease, and cancer treatment controls were conducted. Replicating the previous study, all patientsinitial or recurrence diagnosis-had comparable, high levels of cancer-specific stress and stress levels equivalent to those of patients seeking psychiatric treatment for anxiety disorders. Although cancer-related stress declined, it remained at or above the clinical cutoff for patients as long as 8 months after diagnosis. In contrast, general stress showed a trend to decline more quickly for recurrence patients. These data suggest a shift in the experience of the stress after cancer diagnosis. That is, patients' learn to cope and general feelings of stress decline but patients do not acclimate to the trauma of the diagnosis itself. Another important difference between the samples was the treatment and symptom context. After an initial breast cancer diagnosis, adjuvant treatment is completed within the next 6 to 8 months, but recurrence patients often receive medical treatments through the next 12 months. We found that patients with recurrence experienced greater fatigue and slower recovery over the year of follow-up.
Recurrence may also be remarkable by patients' heightened risk for depressive symptoms. In surveys, both dated and recent, it is estimated that 30% to 50% of cancer patients meet criteria for mood or anxiety disorders, 16 with depression being the most common. 17 Estimates for major depressive disorder are 22% to 29% for patients with early stage (stage I) disease, 18 upwards of 40% for patients with advanced disease (stage II/III or IV), 16 and the rates increase further with recurrence. 19 We examined predictors of depressive symptoms in women diagnosed with a recurrence. 20 Patients (N ϭ 67) were assessed at diagnosis and 4 months later. Controlling for physical symptoms and baseline depression, hopelessness at diagnosis was a significant predictor of the maintenance of depressive symptoms. Also, structural social support (ie, presence/absence of a romantic partner) was also important and interacted with hopelessness. That is, women feeling hopelessness and who were alone (ie, without a partner) were especially vulnerable to depressive symptoms. In summary, the diagnosis and treatment for an initial diagnosis of cancer can be seen as a series of time-limited stressors, whereas stress with recurrence is chronic. The experience of recurrence is qualitatively different from that of the initial diagnosis.
FROM HEALTH TO SICKNESS: SEXUAL CHANGES WITH RECURRENCE
We have previously reported data comparing breast cancer patients with recurrence (R; n ϭ 60) assessed at diagnosis (baseline) and 4-, 8-, and 12-months later compared with patients who remained disease-free (DF; n ϭ 120) and matched to R sample on age, stage of disease at initial diagnosis, and duration of follow-up. 21 Using linear mixed modeling, group comparison revealed differences in their trajectories of change on measures of sexuality, relationship satisfaction, cancer-specific stress, and physical functioning. Data showed that the R group at baseline had significantly lower intercourse frequency and physical functioning compared with the DF group and these differences were maintained though the period of follow up. There were no significant differences in the Maintaining Intimacy frequencies of kissing or sexual and relationship satisfaction. Sexual changes were notable for younger patients. These data provided the first longitudinal and the first controlled study of sexuality for women coping with recurrence. We provide here a more detailed look at the sexuality trajectory of recurrence. SIBCP patients (N ϭ 123) who recurred (R; n ϭ 41) were matched to patients remaining DF (n ϭ 82) on demographic and prognostic characteristics, duration of DF follow-up, and study arm. A unique perspective is offered. Namely, we display the sexual trajectory of patients 18, 12, and 6 months before recurrence diagnosis and the trajectory 4, 8, and 12 months after the recurrence diagnosis. Equivalent time points for the DF group are provided for reference.
Of the 123, data from the patients who had partners and completed sexuality measures were analyzed and sample sizes at each time point are reported in the figures. Figure 3 displays data for the frequency of intercourse. Both groups reported a frequency equivalent to twice per month at 18 months (R Ϫ 3). However, at recurrence diagnosis (R), intercourse frequency for the R group declined to less than once per month whereas the DF group maintained their level of intercourse frequency. During the subsequent months, intercourse frequency for the R group increased and eventually reached to that of the DF group by 12 months (R ϩ 3). Similar trajectories were observed for sexual satisfaction (data not shown).
However, the view of DF and R group equivalence at 12 months (R ϩ 3) is moderated by the extent of disease for the recurrence patients. Figure 4 shows data for the R group only and reveals that the trajectory of improvement in intercourse frequency (and sexual satisfaction) at 12 months (R ϩ 3) in Figure 3 occurred primarily among patients with localized disease (32%), as there was a steady decline in intercourse frequency for patients with distant metastases (68%). At 12 months after recurrence (R ϩ 3), both intercourse frequency and sexual satisfaction were significantly higher for the patients with a local recurrence than the patients with distant metastases (Ps Ͻ 021).
The data also revealed an important perspective on intimacy among couples. When intercourse (or an equivalent activity) becomes difficult or impossible, the need for affection and intimacy remains. The stress of recurrence is great, both for the patient and partner. The prospect of losing one's spouse is one of the most stressful events that can be experienced. 22, 23 Given and Given 24 found that caregivers, primarily partners of women with recurrent breast cancer, had more depressive symptoms than caregivers of patients with newly diagnosed cancer; depressive symptoms also increased across time. Thus, as both individuals are struggling with recurrence, our data on the frequency of kissing conveys an important message (Fig. 5 ). With illness, intercourse becomes more difficult for many, but the need for affection remains, and couples respond with an immediate and steady increase in the frequency of kissing after recurrence diagnosis (ie, R to R ϩ 3). 
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SUMMARY
In conclusion, we provide empirical detail on the trajectory of sexuality in the months leading to and after diagnosis of breast cancer recurrence. General health plays a major role in the extent to which women can maintain a sexual life. We previously reported that younger patients might be most vulnerable to sexual disruption as are patients with disseminated disease. Women coping with recurrence are attempting to maintain their quality of life and physical and emotional intimacy with their partner. The evidence suggests that they are able to do so despite the chronic stress and ongoing health challenges of recurrence. 
